predominated males remarkably in the present series. Frequency of presence of neurological and B-symptoms was rather similar among present and the previous reports from Asian countries and Italy [4] [5] [6] . Whereas cutaneous lesions were more frequently found in Italy compared to Asian countries. Lymphadenopathy and hepatosplenomegaly were more frequently found in Asian than in Western cases [4] [5] [6] . Recently, Japanese investigators reported that frequencies of neurological symptoms and cutaneous lesions were low but that of hemophagocytic syndrome was high in B-IVL of Asian countries, and advocated the term "Asian variant of B-IVL" [5, [7] [8] [9] [10] . But as shown in Table 2 , these findings were not discriminating ones to distinguish Asian from Italian cases into different category. It is rather a difference of frequency, not justifying B-IVL in Asian countries as Asian variant. The frequency of hemophagocytosis was relatively low (19%) in Sanya et al's cases from Thailand, whereas it was high (61%) in Murase et al's cases [4, 5] . The common site for biopsy was lung in the present series, whereas bone marrow in Murase's and Sanya's series [4, 5] . The present patients were treated with chemotherapy mostly with rituxan. Two patients received auto peripheral blood stem cell transplantation and radiotherapy. Follow-up duration in 8 patients diagnosed by biopsy ranged from 18.6 to 111.8(median 30.6) months for the 5 survivors. Three-year survival rate was 67%.
The frequency of B-IVL among NHL was 0.24% in the present series, and that in the previous reports from Japan, Hong Kong, and Thailand was 0.1%, 0.31%, and 0.91%, respectively [2] [3] [4] . Whether the differences in frequency among Asian countries might be due to collection bias, i.e., use of randomly collected cases, inclusion of consultation cases, or serially registered cases, or reflect real difference in the disease incidence among these countries could not be judged based on the data shown in the previous literature. Present study is based on the serially registered cases with the OLSG, mostly reflecting the real frequency of B-IVL in Japan.
According to the statistics (Center for Cancer Control and Information Services, National Cancer Center, Japan, 2005), approximately 15,560 persons are newly diagnosed in Japan as having NHL annually [11] . Based on the data presented by the Lymphoma Study Group of Japanese Pathologists [3] or the OLSG, it is postulated that only 16 or 37 persons are diagnosed as B-IVL in Japan annually. When adopting the former data, 16 persons, a whole of newly diagnosed cases in Japan for approximately 6 and 12.5 years must be collected to obtain approximately 100 and 200 cases of B-IVL, respectively. For this, extensive collaborative study is indispensable.
In conclusion, formal epidemiologic study is necessary to know the difference of B-IVL among each area. There are some differences in frequency of symptoms among each district, but it does not necessarily mean the presence of specific variant in some area. 
